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SERUM THERAPY, ITS USES AND ABUSES.* 
Dr. L. H. Huffman, Hobart, Oklahoma. 


The object of this paper is not specially to give detailed description of 
the uses and indications for serum therapy in surgery, but a brief review 
of serum therapy and a few points that may be of interest in a general way. 


The importance of making a careful study of this new branch of med- 
ical science will force itself on the mind of every wide-awake physician 
who has thoroughly investigated the true, practical, and reliable good to 
come from the legitimate use of the serum in the treatment of infectious 
surgical conditions, as well as the remarkable discovery of the immunizing 
properties of the bacterins. 


The science of bacteriology is one of recent discovery and the impor- 
tant developments that have taken place the past few years has placed the 
power of proper diagnosis of the infections well in our hands. The begin- 
ning of serum therapy dates back to the remarkable discovery that fresh 
blood serum of various animals had the power of killing bacteria, and it 
was further discovered that the bacteriacidal power of the blood toward 
certain bacteria was greatly heightened by injections with that micro- 
organism. Later, when it was found that the bacilli of tetanus and 
diphtheria secreted a specific toxin which could be separated from the bac- 
teria by filtration and that immunization with these toxins produce a 
specific antitoxin, and this antitoxin when injected into a susceptible ani- 
mal protected it against the pathogenic action of the organism, serum 
therapy came into its own. 


This acted, naturally, as a great stimulation for further research on 
the subject of immunity. We all understand the two kinds of immunity, 
natural and acquired, also that it is a well-known fact that one attack of 
certain infectious diseases is protection or immunity against a second attack 
of the same disease. In some diseases this is a life-long immunity, as in 
smallpox or scarlet fever; in others, as cholera and diphtheria, it is much 
more limited. 

With the artificial immunity, we have two kinds—the active and the 
passive. The active artificial immunity is produced by vaccination or by 
the injection of bacterial toxines. The passive immunity results from 
the introduction of a ready-made anti-toxin, as in diphtheria. The anti- 
toxic serum itself is produced by the active immunization of the animal 
from which the serum was taken. The immunity produced by either an 
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attack of the disease itself or an artificial immunity by an injection of anti- 
toxin is the result of a development of anti-bodies, which are antagonistic 
to the life of the bacteria and render them more liable to destruction by the 
phagocytes. Metchnikoff holds that in all cases of acquired immunity the 
leucocytes play a large part just as they do in a natural immunity. The 
passive immunity, as we have already stated, is the result of injecting 
and immunizing substance or anti-bodies which have been produced in 
great concentration in another animal by repeated injections of bacteria 
or toxines. Then the acquired immunity may be either anti-bacterial or 
anti-toxic, according as the anti-bodies produced in the blood serum of the 
patient act on the bacteria or their toxins. 

We are compelled to consider some of the claims of serum therapy. 
It has made possible the care of many diseased conditions that have here- 
tofore given us much worry, and it has increased the power of the physi- 
cian wonderfully. Serums and bacterins are here to stay. We are learning 
to understand them better. Their field of usefulness is constantly grow- 
ing and their use demands a more scientific and positive diagnosis, while 
the technic of their employment is becoming more exact. Serum therapy, 
however, is not always to be depended upon for positive relief, yet results 
are being obtained from the use of the serums that are usually satisfac- 
tory and often almost miraculous, and assuredly as a busy practitioner 
you must understand the use of bacterins and serums intelligently. 


Now let us recapitulate a moment. What is a serum or anti-toxin? 
Anti-toxins are produced within the body of some animal, the horse being 
employed in most cases. Such animal is given injections of toxin of a 
specific bacteria in increasing auantities until the maximum resistance has 
been reached. As a result anti-toxic substances are produced by this ani- 
mal’s cells and appear in the serum. At the proper time the animal is 
bled and after various stages of purification and concentration, the blood 
serum is put up in vials or syringes for administration to human beings. 
This serum contains immunizing substances which directly combat the 
specific infection. The anti-bodies are produced in the body of the im. 
munized animal from which the serum is taken, and by the injection of 
such serum we produce an artificial passive immunity. 

Now we will rehearse some of the fundamentals: What is a bacterin? 
Bacterins (also known as vaccines) consist of suspensions of killed bac- 
teria. No animal is required in their preparation, the organisms being 
grown upon suitable culture media. Bacterins are used to produce active 
immunity. When injected they stimulate the patient’s body cells to make 
its own bodies, including the agglutinins, lysins and opsonins. Of these 
anti-bodies. the opsonins have the most value. Their exact nature is un- 
known, but through their action on the bacteria they render them sus- 
ceptible to attack by the phagocytes. The value of the bacterin depends 
upon their power to stimulate the formation of opsonins. 

Now the question is, when should a serum be used, and when a 
bacterin? You have all noticed that we have in a great many con- 
ditions both a serum and vaccine for therapeutic use. For instance, 
we have anti-meningitis serum and meningitis bacterin; we have anti- 
streptococcus serum and a streptococcus vaccine The beginner is often 
puzzled which to use. It must be confessed at the present state of our 
knowledge on this matter that it is impossible to make a distinct line 
of demarcation between the indications for the use of the two. 

As a rule here is your gide: When immediate action is required 
and expected in the fully developed stages of an infectious disease, the 
serum is the remedy of choice for the reason that it has the anti-bodies 
ready for action, and when your diagonsis is correct the effect is almost 











JOURNAL OF THEOKLAHOMA STATE MEDICAL ASSOCIATION 187 


immediate, lasting usually but a few weeks. The action of a bacterin or 
vaccine is more slowly, but more persistant, lasting from months to years. 
They are the choice in semi-acute and in chronic conditions. Then give 
serums (a) For immediate prophylaxis (b) In general infections, fully 
developed, and (c) When immediate relief is essential Give bacterins 
(a) For prophylaxis, as in typhoid fever or cholera; (b) In localized 
infections; (c) In beginning infection, and (d) In chronic infectious 
diseases. 

Serums, by producing passive immunity, do not tax the patient’s 
cells and their action is rapid. Bacterins, by producing an active immunity, 
stimulate the patient’s cells to produce the anti-bodies. Their action is 
slow, but more prolonged. The opsonic index is the ratio of the opsonic 
content of any given blood serum to that of normal serum. This index is 
obtained by mixing together washed human leucocytes, an emulsion of the 
bacterin and blood serum. After allowing time for phagocytosis to take 
place, the number of the bacteria injected by one hundred leucocytes is 
counted, and the average taken. This is the opsonic index. In normal, 
healthy blood serum, the phagocytic index is constant. This part of the 
work, however, is of httle importance to the general practitioner or surgeon 
except to know what the opsonic index may be. The other details must 
be set aside for the specialist in laboratory work. 


The statement that serum and vaccines are harmless and their use 
attended with no danger is false and misleading. There are a group of 
symptoms that often follow the legitimate use. I mean by legitimate 
use a bacteriological examination to know what serum or vaccine is 
indicated, a group of symptoms that do cause trouble, notwithstanding 
the fact that the manufacturers of serums declare there are none. The 
most striking ones are skin eruption, elevation of temperature, cardiac 
irritability, malaise, glandular swelling and joint pains. These will occur 
with the first injections. They are distressing and are known usually by 
the term “serum sickness.” The second type, known as hypersusceptibil- 
ity, follows the second and succeeding injections, providing these are 
made 10 days or more after the preceding injection. These symptoms are 
similiar to the first, but more severe and may occur a year or more after the 
treatment. Deaths, while exceedingly rare, have been reported, but I am 
justified in saying that curative doses are best used in a confirmed 
bacteriological diagnosis and the remedy is clearly indicated. In a discus- 
sion on this subject in Kansas City, I heard Dr. Rosenau, of Chicago, a 
man of authority, say that the danger of respiratory paralysis is great in 
misuse of anti-toxins. 

The abuses are: (1) Using curative doses without a positive diagnosis. 
(2) Dangers dependant upon injections, lack of disinfection of the site of 
operation and the sterility of the syringe. (3) The danger of over- 
whelming the patient with additional toxic bodies by overdosage. (4) 
The production of severe constitutional reactions. This can also be pre- 
vented by proper dosage. 

Then the question arises, what is the best guide to dosage? First, 
and of prime importance, is correct diagnosis through laboratory examina- 
tions. Begin with a small dose. If no improvement and no clinical re- 
action, increase the dosage. If the reaction is severe with marked de- 
pression, decrease the dose. A clinical reaction is always to be avoided. 
Another abuse of serum therapy is to depend on them alone as a therapeutic 
agent and omitting supplementary treatment. A great many of the manu- 
facturers of biologic products would have you believe that there is a 
positive serum for every complaint from a headache to hydrophobia, but, 
gentlemen, you who are looking toward the entire well-being of your 
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patient will use other remedial measures in the long list of infectious 
diseases that can now be treated with serums and vaccines. Bacterins can- 
not be expected to produce a cure in a patient whose vital forces are taxed, 
combating toxic materials absorbed from a mass of food residue in the in- 
testines. 

To bring about the results it is essential that the drugs indicated be 
given in each case. To bea better practitioner you need a better diagnosis, 
and must have it to bring relief to pain and suffering. He is the best 
doctor who knows the worth and worthlessness of medicines, and in the 
same spirit the same rule applies with the advent of serum therapy into the 
science. I wish to advise you to scrutinize most judiciously what you may 
read on serums and vaccines. Do not be so scientific as to let a patient die 
to prove a theory. We are now inclined to never make mistakes, and the 
failures are hustled off to the undertaker; but, taking a rather pessimistic 
view of matters, the doctor nowadays stands a few degrees worse off than 
the butcher or plumber. He didn’t do any good, and why should he be 
paid anyway? Time was when about all we had to compete with was the 
herb doctor, and the traveling quack. Now there are so many fancy 
schools, new thought healers, mental therapeutists, mechano-therapeutists, 
chiropractors, christian scientists, and even the absent-minded druggist, 
who will treat anything from a wen to arterio-capillary-fibrosis. Parke-Davis 
has discovered phylacogen. Then, as usual, we always fall for anything scien- 
tific “made in Germany.” Ehrlich came across with a magic number and 
606 became the style, and when we were wondering what next Doc. Fried- 
mann tickled our scientific palates and furnished a good copy for the 
yellow journals with a turtle serum. He deserves a lot of credit, for there 
are others who would discover a new-fangled serum, bacterin, vaccine, 
opsonin or agglutinin that would set him on the road to rocks. Beware! 


We really need a few of the old-fashioned doctors who cured belly-ache 
with castor oil and abstinence in the place of the blatant medico who clears 
his throat, looks wise and expects the surgeon to split the fee. We need 
not worry lest we feel our occupation gone. Cancer is not curable yet; 
corns abound; folks will continue to get sick; people die with consumption 
and diphtheria; fools will marry and babies will be born. 





Discussion. 

Dr Will, Oklahoma City: I am glad that the Doctor closed his paper 
as he did. I think the time has arrived when some good man prints a 
book of “Dont’s.” I am a great believer in serums, especially the anti- 
toxine. The whole question in using a serum is the question of diagnosis 
absolutely, and the question of the time to use it, as the Doctor has timely 
stated. Mr. Corker has brought out his tuberculin. He advises that it 
should be used in doses of a certain size, and the amount of temperature 
the patient should have or should not have when it should be taken. We 
went to work and used tuberculin in all cases and I can remember when 
reports were simply wonderful. Then the time came when tuberculin was 
tabooed simply because we were not using it right according to instruc- 
tions. Today the men who treat tuberculosis will tell you that it is 
valuable because they know how to use it and when to use it. They have 
discovered that it should not be used when a patient is running a tempera- 
ture. The question is whether any serum should be given while a patient 
has a high temperature; whether the system is overloaded with an anti- 
toxin or a toxin at that time. We find sometimes that we have been giving 
serum and expecting to get results, then discover a few months later 
that the patient has an abscess and the serum in those cases may ward this 
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disease off. The best results we are getting in Oklahoma City is in the 
auto-vaccine, where it is properly made. We are getting the best results, 
and I think some wonderiul results, in pelvic inflammatory conditions in the 
female. I believe that providing we get the proper serum that we do 
get results. I believe that it helps in a way to ward off the pus. It will be 
a wonderful thing when we get the use of serum in gonorrhea worked out. 
Of course the anti-toxin in diphtheria is useful beyond any argument. The 
greatest results | have ever seen in serum is serum used in erysipelas. I 
can say the Doctor was right when he mentioned his “don’ts” and “do nots” 
because we are giving serums and will continue when we have not made a 
diagnosis. The question arises, how may we diagnose and the biological 
man comes along and tells us to use it. We know the results and the other 
man comes along and tells us we are using it wrong—too large and too 
small doses—and I can say the only safe serum or the only one besides 
the anti-toxin is the autogenous vaccine. 


Dr. S. H. Landrum, Altus: I am glad Dr. Huffman has written the 
paper and read it to us, because it suggests something. When | see an 
incompetent man using vaccines promiscuously it reminds me of the small 
boy driving a high-powered automobile down a crowded thoroughfare. It 
should be classed with high explosives. I have had occasion a few times 
to use autogenous vaccine and I have not used any other I have a patient 
at the present time. She has been my patient ior seven years and during 
the last three and one-half years that patient has had multiplied abscesses. 
I have opened in the three and one-half years many of those abscesses 
in that patient. The common duct was absolutely obstructed and no bile 
had passed into the intestinal canal, so when these abscesses began I found 
that the patient became immune or partially immune. She bore this afflic- 
tion much better and did her work under this condition. She worked in a 
laundry. I thought I saw the need of the use of a vaccine in her case, so 
I sent and got one and treated her for three months carefully and faithtully, 
but with no result. I decided possibly the loss of bile had something to do 
with the condition. Six weeks ago last Sunday I buttened the gall bladder 
to within three inches of the duodenum, and on the Friday night betore 
Sunday I opened the last abscess, and she has not had an abscess since. I 
feel that the patient is getting the autogenous vaccine that she has stood 
in need of all of this time. 


Dr. Walker, Pawhuska: It has been held that the autogenous vaccine 
is the only one. The plea that it is too expensive to be used in chronic 
cases has been made, but to get a vaccine to carry on a course of treatment 
of that kind is no more expensive than your stock vaccine. There is noth- 
ing logical in trying to stimulate a person to throw out more anti-bodies 
when they are afflicted with a chronic disease with the injection of vaccine. 
If they hold on over a longer length of time than you thought it would be 
logical to give vaccine, as I have alwuys found it to stimulate the anti- 
bodies. I think we are on the right track with our vaccine. 


Dr. Ross Grosshart, Tulsa: This is a subject that is very interesting 
and one on which you can get your mind to running and running. I am 
of the opinion of most men—that the autogencus vaccine is the only vac- 
cine that should be used. We have one or two that are anti-toxic, and 
further than that I am not going to try to discuss. 

But there are often times that we can produce in our patients and we 
do produce an autogenous vaccine in our patients to my belief and we don’t 
know when we do it. With reference to the treatment that was advocated 
and laid down a year ago by Dr. Murphy of the injection and use of formal- 
dehyde and glycerin in the joints that were affected, I am of the opinion 








190 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


from watching these cases that the formaldehyde and glycerin that he 
injected into the joint that was affected did not bring about the condition 
that he first thought it did and cured his case as he thought it was cured by 
the collecting of the bacteria locally, but he collected this bacteria within 
the body in the joint and the absorption of that which was an autogenous 
vaccine cured his patient and cures our patients. In treating gonorrhea 
where we experience pus from the prostatic glands and use this nitrate of 
silver that cured these cases that have been long years of standing, we 
relieved the pus percentage, got an antiseptic agency into the pus quantities 
and threw it back into our patient’s system, and it acted as an autogenous 
vaccine. And the doctor has said here in regard to his case wherein he 
hitched up the gall-bladder to the intestines, as he was losing the bile 
secretion through these abscesses, and produced an autogenous vaccine 
within his own patient. 


Dr. R. V. Smith, Tulsa: I read an article recently in an A. M. A. paper 
with reference to auto-serum treatment. The two doctors, whose names 
I can’t recall, reinjected the patient’s own blood serum and they reported 
some very happy results. It brings back the practice of the doctor of fifty 
years ago when treating his pneumonia patients. He raised a blister over 
the chest and was very careful to instruct the patient not to puncture this 
blister, but allow this to be re-absorbed. He was treating his patient along 
this same line of experiments of today, allowing the serum to be assimulat- 
ed and reabsorbed. 


Dr. Von Wedel, Oklahoma City: I was interested in a statement made 
by Dr. Parks of the Willard-Parker Hospital of New York. I do not believe 
it has been published as yet. In his very severe cases of scarlet fever he 
drew off about a pint of blood, saved the serum and injected this in other 
severe cases with wonderful results. He is at present storing a large 
amount of it with a hope of some permanent results. I don’t believe the 
article has been published, but believe it is a right interesting thing to 
take up. 

Dr. Huffman, Hobart: I thank you gentlemen for the discussion of the 
paper. The point I wish to make is the necessity of correct diagnosis to 
make serum treatment efficient. This can not always be had in rural sec- 
tions. So far as commercial serums are concerned there may be instances 
where little good comes from their use, and when the diagnosis is not con- 
firmed by laboratory methods when used in heroic doses, might become 
harmful. Serum therapy depends upon accurate diagnosis with the use of 
a corresponding serum or vaccine applicable to each given case and the cor- 
rect diagnosis all the more important when using commercial serums. 


CRIPPLED MOTHERS.* 
Dr. S. H. Landrum, Altus, Oklahoma. 


Choosing a name for a medical essay is not less difficult nor less im- 
portant than the selection of a name for a story. All the “best sellers” 
have catchy titles, and half the time this one feature sells the story. 


In the search for what to call this child of my brain I have spent as 
much time, sleep and worry as a prospective mother would do in hunting a 
name for her baby. The mother can not decide what to name her offspring 
until its sex is revealed. This same difficulty confronted me and I was a 
little wabbly in my decision what to call this baby until it was born. It 
was a protracted and difficult labor. I was afraid of pituitrin, and it was 
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hardly a case for forceps. Twilight sleep presented seductive blandish- 
ments and I came perilously near yielding to that siren of hidden reefs. 

My subject is “Crippled Mothers,” and as I dive down into the troubled 
waters of motherhood I find all the treachery characteristic of the deep. 
Any one of you gentlemen whose experience has led you through an exten- 
tive maternity practice, and who will at his leisure smoke the pipe of 
reminiscence, will be surprised at the wealth of information he can gather 
bearing upon the subject of crippled mothers. 

This question has in some form and at intervals for several years 
pressed itself upon me, but I was not until recently drawn toward its serious 
consideration. I wish now to deal with it as the law should deal with 
crime. 

At one time the corset was blamed for the invalidism of women; next 
were catalogued candy, constipation, the novel, late hours, high heels and 
corns. All of these things have had a part in the crippling of our mothers, 
but they do not compass her entire undoing by any means. Most women 
are intelligent enough to cease doing those things which make for deprecia- 
tion in personal appearance, if only there may be dispelled all those circum- 
stances over which they have no control. 


There are many underlying causes not incident to child-bearing which 
have to do with the physical weakness and generally sagged appearance of 
the mother only half through the reproductive period of her life. I refer 
to the hot kitchen, the cow lot, the garden and poultry yard, the wash-tub 
and the cotton field. Many of our mothers of the tenant class have become 
mere beasts of burden while carrying their babies both born and unborn. 
Many of them present pictures of fatigue and worry that will never be un- 
shouldered. I am tempted to go further into the question of economics; 
to refer to that abominable “first Monday,” when the men come to town 
and the wives stay home and wash, milk the cows and feed the pigs. I am 
in favor of abolishing first Monday. 


There are other causes for the crippling of the mothers which have 
waited centuries for the medical man to remove. There is robust, rosy 
cheeked Susie, the star player on the basket-ball squad, the jolly, all-round, 
chum and good fellow who has never known what illness is. Why is she 
so soon broken in health as if two babies are to be her quota of her coun- 
try’s levy upon motherhood? This is a tragedy not unusual, and there is 
a reason for it. Perhaps the babies made their arrival through difficulties 
that could have been avoided if the mother had been properly instructed. 
There may have been symptoms which, if they had been carefully interpret- 
ed as they arose would have pointed to the remedy. Ignorance alone may 
be the only fault in the husband, but this in our present day is almost in- 
excusable. We can not blame the doctor every time, because he must be 
called before he can serve. Gran’ma is more often to blame, because as a 
rule she represents an age when liniments and poultices and blisters were 
specifics. 

Prominent among the causes for debilitated women is Neisserian in- 
fection, and yet I am not willing to take French statistics on this point. 
I do not believe that every pus tube is of gonorrheal origin just because it is 
very frequently true that a gonorrheal history can be proven. Many a 
tube will drain periodically and the patient will get relief, which fact is 
good evidence it is not specific in character. I am also skeptical on the 
question of high percentage of gonorrhea in men. 

Abortion, either intentional or accidental, may be the explanation for 
this mother’s chronic illness. If it was intentional for convenience sake 
she deserves to be an invalid the rest of her days; if accidental she de- 
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serves sympathy, and a great part of her suffering may be due to the doctor's 
enthusiasm in bringing away all of the debris. His aseptic technic may have 
been faulty, or the traumatism too severe. Asepsis is of the most vital 
importance. It is fundamental, elemental, taken-for-granted, admittedly 
the prime and basic principle of all surgical interierence. Its religious ob- 
servance should be no Sabbath-day affair, but for every day in the week. 
The peeling of a banana should be done with reference to rigid asepsis. 
The man who can not peel a banana surgically clean does not know the 
first principle of asepsis. 

The prolonged drain of pyelitis and the tragedy of eclampsia may be 
charged to the sins of omission during the waiting period in the pregnant 
mother. Here the physician is not necessarily culpable, for he may not see 
the patient before the emergency has arisen. The woman may have been 
relying upon the advice found in the health column of the monthly Hearth 
and Home, whose smart editor has told gaping maternity of the wonders 
of twilight sleep; how that the great German physician philanthropist has 
discovered the greatest boon to mothers. The poor women probably be- 
lieve that this great man has no rival in the business of discovering boons. 
He is probably the same great man who discovered “Mother’s Friend.” 
Women as a rule are slow to consult the tamily physician concerning the 
troubles of pregnancy. Too many of them adopt the very latest pronounce- 
ments, or rely upon remote tradition. Most of them seek the advice of 
every one else than the doctor, and while this practice is not so bad in the 
instance of some doctors, yet as a rule the family physician issues a better 
grade of advice than the patient’s neighbor. 


The sins of omission are responsible often for that piteous and silent 
throng of sad-faced mothers, trouping limp and sallow from chronic ail- 
ments. The fault sometimes rests with the profession, but more often 
with the sorry and shiftless husband whose highest ideal in a wife is 
realized in her ability to bear children and iry meat. He doesn’t know it, 
but his mind runs in the same channel with that of the great Shakespeare 
when the latter says, “Women were born to marry, to bear children and to 
weep.” 

The oversight of the pregnant woman by the physician involves a long 
and tedious engagement and tew women have the courage to hold the doc- 
tor’s attention to the task in hand until it is finished. Usually the doctor 
is not called until the woman is in labor, and, attending her in that delivery, 
never sees her again until her next confinement. The reason for this ap- 
parent neglect on the part of the doctor is that he can not afford to give 
the mother aiter-attention in her parturition unless he is paid for the ser- 
vice. More often than not he has trouble getting his pay for the actual 
delivery. 

Retrodisplacements have their most frequent origin in these neglected 
cases. It is true that we find not so infrequently in the unmarried some 
form of displacement, and there are many of these that we never see, but 
the great majority are to be found in the mother whose attention dur- 
ing her confinements was not what it should have been. If these retro- 
versions were looked after during convalescence from labor, properly cor- 
rected and supported, the victims would escape the gynecologist who makes 
a specialty of the round ligament. 

Another factor in the invalidism of multiparous women is the damaged 
cervix. The torn cervix unfortunately has come to be regarded as a nec- 
essary affliction of the child-bearing woman. A badly lacerated cervix is 
necessarily an infected one. Because it cannot be conveniently repaired at 
the time the accident occurs and for reasons of inexpediency referred to 
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herein, the woman has become resigned to what she regards as the inevit- 
able backache and “bearing down” feeling so familiar in nostrum advertise- 
ments. Not every mother suffers discomfort on account of a laceration of 
the cervix, because every tear is not of the same degree, and every cervix 
is not of the same degree of sensibility, and every woman is not hypersensi- 
tive. Some patients suffer from very slight lesions as intensely as if 
they were entertaining a pain from a splinter under the nail. Years ago 
there was a mad rush to repair every torn cervix just as there was a resect 
every deflected septum ; but we have learned to discriminate, to repair only 
where repair is indicated, and to resect where resection is urgent. 


The intention of the perineum is probably of more importance from an 
architectural point of view than the cervix, and fortunately its immediate 
repair is more feasible. Failure to attend to the repair of this structure at 
the time of its injury is of course inexcusible, and in many instances crim- 
inal. Perhaps we should try harder to prevent these accidents to the 
genital canal, or at least to inform ourselves of the extent of the injury at 
the time of its happening. 

Forceps were at one time charged with the perpetration of much of 
the traumatism of the birth canal, and it is true that the unskilled use of 
this valuable instrument has caused much of the mangling of the pelvic 
outlet. The sufferer from the classic “female disease” has often been re- 
minded that it was the forceps that crippled her. Ordinarily the inex- 
perienced will hesitate to use the forceps, especially if he can get his more 
expert brother to come to his aid when instrumentation is indicated. Many 
a man will hesitate to use a big steel surgical instrument like a pair of 
obstetric forceps when he will readily operate a hypodermic needle on the 
slightest provocation. In the practice of obstetrics we have passed the era 
of “watchful waiting” and glided merrily into the stage of “intervention.” 
I sometimes suspect that we have entered rather too merrily and that a 
period of sober study of the mechanism of normal labor would do us good. 
We should make greater effort to distinguish the normal from the abnormal 
in this important function of the generative organs and, recognizing the 
elasticity of these arbitrary terms, exercise our most deliberate judgment 
before interfering. I fear the man who is handy with his hypodermic as I 
do the nervous individual who is handy with his gun. 

It is true that nearly all of our valuable remedies are potent, and 
being potent are dangerous when used without caution. The more recent 
agents employed as aids to child-birth carry with them this same danger 
incident to their potency. 

For some time past there has been in use here and there for purposes 
of acceleration of the propulsive power of the parturient uterus the pressor 
principle of the cerebral hypophysis. Mere reference to such a complex 
biochemical substance as this is enough to catch the attention at once of 
us rubes who practice in the sticks, and it is no wonder that we have seized 
upon this means of rushing our patient through her tedious labor so that 
we may get back to town in time for breakfast. While we do not know 
any more than a rabbit just how this extract acts upon the mechanism of 
the generative apparatus, we use it because it does the work. It is a valu- 
able remedy. So is chloroform, aconite, dynamite and carbolic acid. 


The tendency on the part of medicine makers to exploit the more 
gullible of the profession through extravagant claims for their products has 
done harm. It has instigated some of us who do not know any more than 
the law allows us to know to “throw away the forceps” regardless and give 
the woman in slow labor hypophyseal extract, name the baby and return to 
the office. I am afraid some of us have been doing this. I would not decry 
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the merits of any drug or any means for the relief of woman in labor 
provided those measures are thoroughly understood and the dangers at- 
tending their use are taken into account by the man who employs them. 


Twilight sleep is a wonderfully euphemistic phrase. It has caught the 
ear of smart editors of smart periodicals, and in too many instances the 
itching ear of the shallow doctor who is always on the lookout for some- 
thing “new.” I have met some physicians who really think this method 
isnew. After a few years of indiscriminate bombardment with pituitrin in 
the hands of this class of men I fear we shall see many a battle-scarred 
cervix and shredded perineum. Pituitrin and scopolomin-morphin are 
remedies of which we may say “they are dangerous if you don’t know 
when.” 

These poor mothers go through the child-bearing period drinking one bot- 
tled fraud after another, seeking vainly for relief where prevention once 
stood with outstretched hands to them; and at last they reach the point 
where the hyperope and the presbyope meet, which point old Doctor Pro- 
crastinate denominates “Change of Life.” 


Alexander Dumas said that what filled him with despair was that 
there are limits to genius, but none to stupidity. This is true of the laity 
as well as of the medical man. Granny will have her way in spite of earth- 
quake, cyclone or high water. If she decrees that her daughter shall get 
up in nine days she will be up in that time no matter if the uterus is as 
big as a ham. If the doctor requests an examination at the end of two 
weeks, Granny will tell him that she has had more babies than he ever 
saw and that she always got up at the end of nine days. 


The medical profession cannot without help educate the people in the 
management of lying in cases. The older women look upon us with distrust 
when we recommend anything different, while the young mother is afraid 
to go counter to the advice of Grandma, who has had the bringing up of so 
many children herself. She naturally wants the baby to sleep in the same 
bed with her, and it is absolutely impossible to persuade her to leave off 
the abominable belly-band and flannel shirt next to the skin. She will 
cover up its face, because that is tradition. Their own. personal hygiene as 
directed by mother, neighbors and friends is a program for the contempla- 
tion of the gods. 

There is a way out of this tangle, however, and the help comes from 
the most unexpected source. It is from our club women. In the city of 
Boston, right under the shadow of the dome of the “Mother Church Scien- 
tist,” there was organized a body called the Woman’s Municipal League, 
the purpose of which is the supervision of pregnant women. The prime 
object was the prenatal care of the infant. Incidentally the mother as well 
was a beneficiary of this enterprise. 


Nurses were employed to visit those of the mothers who were unable 
to present themselves for observation at stated intervals, and to instruct 
those who were able to come to the nurse. This nurse was competent to 
examine urine chemically and microscopically, to take blood pressures and 
to lecture the mothers on personal hygiene. She was capable of recognizing 
the ordinary danger signals and of advising the patient when to see a doc- 
tor. 

This plan has been a decided success from the beginning, and now, 
after five years of careful management, it has become practically self-sup- 
porting. Mothers have become enthusiastic in their co-operation. The plan 
can be made to work in small towns as well if the doctors will work to- 
gether in their efforts to get the women’s clubs to undertake the enter- 
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prise. The item of greatest importance is in the selection of a competent 
nurse. The first thing the doctors in this state should do is to require of 
every nurse employed in private practice that she be a regularly registered 
nurse, complying with every requirement of the laws of the state governing 
the occupatoin of nursing. We have been too loose in our selection of 
nurses. It is not fair to the regularly graduated and registered nurses for 
us to employ those who have not met the reauirements of the law and at the 
same time let them collect the same fee as the graduates. We have allowed 
them to represent themselves as graduates when they have never had such 
training. To fill the position of visiting and consulting nurse one must have 
extraordinary training. She should have no other interests than the wel- 
fare of her patients, and should come up to the moral standards of the 
community in which she is employed. All the information necessary to 
the setting on foot of an enternrise like this can be had for the asking by 
addressing the Woman’s Municipal League of Boston. I am ou'‘te sure we 
have rot done our full duty in the matter of prevention of the fearful 
disability that confronts us on every hand among the mothers of our 
country. Farmers care for their hogs to prevent cholera, and the state 
ouarantines vast areas to protect stock against foot and mouth disease. 
We know that those measures would never be adopted for prevention of 
this disease in human beings even if there were much danger, but it will 
never do for livestock to be endangered by disease. They represent money. 
Man goes to war and gets a wound or dysentery or venereal diease and the 
Government allows him a pension. Mother stays at home, rears the chil- 
dren, but fights no battles—ah, no battles? Joaquin Miller says: 
The bravest battle that ever was fought! 
Shall I tell you where and when? 


On the map of the world you will find it not— 
‘Tis fought by the mothers of men. 





OBSTETRICS IN COUNTRY PRACTICE. 
Dr. F. R. Wheeler, Mannford, Oklahoma. 


When I promised the Chairman of this Section to read a paver on 
Obstetrics before this body. I was at first at a loss for a title. as I had no 
voluminous hospital records from which to gather data; hence, the above 
title, which you who have had no experience in country work may think 
groundless. 


My city observations along this line are limited, but sufficient to state 
that there are many phases unalike. Thus the city doctor, owing to 
‘phones, short distances and rapid mode of travel, sees his patient at a 
much earlier hour in her confinement than the country doctor does, and, 
too, the city doctor is frequently advised that he will be called on to attend 
a party at a stated time and has the opportunity to prepare his patient for 
said ordeal, which knowledge the country doctor seldom has. 


Often his first information is the hurried midnight cail to go several 
miles into the country, and he not unfrequently finds his patient in the 
second stage of labor, with little or no sanitary conditions observed. Often, 
too, he finds several women present who claim they know the patient’s con- 
dition and advise what ought to be done at such places. However, these 
same “knowing” women are very glad that the doctor has arrived. 


Many times we find an abnormal presentation, eclampsia or other grave 
conditions that we must correct, and we must do so alone, as we cannot 
secure help from around the corner as does the city man. So you see we 


“Read at Bartlesville Meeting, Oklahoma State Medical Association, May, 1915. 
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are up against the real thing, to use a slang expression, and all alone. And 
right here. so as to secure and retain your attention while I read, I will 
make a bold assertion, which may seem not only egotistical but perhaps 
bombastic, and I make this remark with no little pride. It has never been 
my misfortune to see a woman die during or of confinement, and I have 
managed all my professional life without ever having a consultant. I sup- 
pose I have had about the usual number that country physicians have. I 
have kept no record, but suppose about two cases a week. We will admit 
that we have a hardier stock, so to speak. to work with than the city man, 
but with this in our favor we are compelled to take graver risks than he, 
and we will boldly say our results are equa. to his, if not better. 


Our patients have more power of resistance and more vitality, perhaps, 
than those of the city doctor, owing to plain methods of dress and outdoor 
work which keeps her much in nature’s help—the sunshine. Not that the 
sun does not shine on her city cousin—no. indeed. Dame fashion has so 
curtailed her wardrobe that the sun shines on much of her body at all sea- 
sons of the year, which exposure may be the cause of repeated colds, neu- 
ralgias and other lowered conditions which have been brought about by 
these low-necked and short sleeve dresses enhanced by tightened corset 
strings that cause the higher skirts and mortality of the city doctor. 


Further, to defend the title of this paper, I will relate my first case of 
confinement, which is perhaps typical in country work. Hardly had my 
shingle dried when one dark and stormy night a messenger (not many 
*phones in those days) called me to go some 12 miles out in a very sparsely 
settled district. When we arrived at the residence the boy said: “Doctor, 
I will put up your team, as you will have to remain all night, and I will go 
home. You go on in.” I found a primapara in the throes of misery. After 
a few questions I made an examination. I then looked wise and said she was 
all right, which fortunately proved true. To give you a medical picture of 
the situation., I will say that this young woman spent most of her spare 
time at her mother’s, who lived on the opposite side of the large creek ; that 
she had depended on her mother to make the necessary expected baby clothes 
and, too, had depended on her mother to be with her at her confinement. 
But she had not notified her mother of her condition, as it occurred some 
time before she expected, and as she would be alone till the doctor came 
she had no one to send but her husband. Further, it was dark, and raining 
like it did in Noah’s time. When I told her all was right, she told her hus- 
band to go after her mother and be certain to bring all the baby clothes, 
as they were all over there. Between gusts of rain and wind he started, 
the patient all the time making the stereotyped expressions that “she 
could not stand it, that she was dying,” and calling on the Lord this stormy 
night for help. Please remember that I was in an isolated country; that it 
was raining; no one to help me; only one lamp—a small coal oil one; hus- 
band gone; my first case; patient all time crying out she was dying. When 
she would get a little easier she would say: “I do wish mother were here,” 
and so did I. The lamp ceased to burn, but I refilled it. Raining, blowing, 
getting colder, all alone. Patient repeatedly saying “she could not stand 
it; that it would be the last.” I thought so, too. She assured me she could 
not stand another pain, saying, “Doctor, oh Doctor, do something. Doctor, 
were you ever this way?” I assured her that I had been and made a good 
recovery, which seemed to have a soothing influence on her, as she asked 
me to go down to the creek and see if the bridge had floated away. Be 
tween rainstcrms I did, and to my chagrin and dismay I found that it had. 
I well knew that the girl’s husband and mother could not arrive ere day- 
light, as they would have to go some 15 miles to another bridge. I de- 
termined to do the best I could. I ran back. Just as I entered, the patient 
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said she was dead. Really I thought she would die. I soon saw she was 
not. Another hard pain and she said, “There it is.” I severed the cord, 
laid the baby on the other side of the bed, and waited for the completion of 
the third stage. It soon terminated, to my glad surprise. But the patient 
again commenced her former moaning, which soon increased to loud cries. 
I told her that she was suffering from after pains. She said: “I hope they 
will stop after while if they are after pains, but from the way I feel they are 
before pains.” I gave her some medicine for them, but it seemed that I 
had made a mistake, as the medicine made them worse. Still raining, 
dark, cold, poor light, alone and nothing to do anything with. Patient com- 
menced again in earnest to cry out. I decided to make another examination. 
when, to my, amazement, I felt the appendix, which had burst through. 
Horrors! What could I do? I had been thoroughly drilled in how to oper- 
ate, but not per vagina. I feared my patient woud die and commenced to 
arrange the best I could to try to save her life. Getting what little para- 
phernalia I bad ready, I decided if another examination confirmed my 
diagnosis I would do some kind of an operation. I re-examined and to my 
surprise found that the appendix had ruptured or was bifurcated. Lamp 
then went out, so to speak. Patient getting worst. Doctor bewildered. 
Now all of you know by this time it was the other twin. 


By the time the patient got easier I began to realize the situation. I 
thought of Adam when Eve appeared. How to dress twins with no clothes 
was a problem. Looking round I found some flour sacks. Then and there 
short-sleeved kimonas became stylish, and I believe are so to this day. One 
twin was named Lola in honor of my wife and the other named Fred. Next 
fall I received a load of corn for my work. 


You are now ready to admit that country and city practice differs. We 
will tell you how we proceed, and also make some suggestions to help the 
young country doctor. First, a good team. And as we have to respond to 
night calls a good light is very essential. I have tried the Deitz, Ham and 
other lamps, but have found the carbide or acetyline lamp the best. I use a 
Columbia pattern, which I have attached to a cane pole which is long 
enough to have light as high or higher than top of buggy. A light placed 
high will shine out over and ahead of your team and enable you to drive in a 
trot same as daytime. A dashboard light illuminates the rear part of your 
harness. This light will be also good for curettement and throat and ear 
work in the country. 

But I hear the city man saying why not use an auto? They will take 
you auickly and in style, too. I am sure there are many roads that cannot 
be traveled by an auto. Further, I presume that they are expensive. I 
never used an auto, but I will say that I get over most of the roads in a 
vehicle said to be on sale at the 10 cent stores. I refer to my little Ford. 
Yes, the Ford is the country doctor’s car. If you have never driven a car 
and you are not a mechanic do not buy a used car. Buy a new one and if 
you want to improve it put on a prestolite, a Rayfield carburetor, extra 
radius rods (the latter to be attached under the axle), no-leak piston rings 
and, if you buy only one for each piston, be sure to place it at the bottom 
of the piston, and later you will want a self-starter and electric lights. Your 
first six months will be as hard on your car as the next six years. I have 
= you how to get to your patient, who we will now deal with more di- 
rectly. 

The country doctor cannot secure help from around the corner, so 
study your case. Try to make out the patient’s condition, for we have to 
take more risks than the city doctor does, and, as I repeat, all alone. We 
will leave the fine, technically aseptic method which everybody writes 
about and few have the opportunity to follow, to others. We, however, use 
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a liberal amount of soap and water. and try to be as clean as possible. If 
allowed we place our patient on a table or cot to be confined. We do not use 
the Kelly pad Rubber sheeting will answer. Suppose the patient’s condi- 
tion normal or typical, with no complications. We routinely, then, give 
chloral in the old bromidia formula to quiet her and relieve her suffering, 
then morphine or some derivative of opium, the latter hypodemically, 
and last chloroform. We have never seen any bad results on mother or 
child when used this way. We try to tide our patient over this dreaded 
occasion with as little suffering as possible. We have read the twilight- 
sleep method in both the medical and the lay literature and will say that 
such a method jis rot practical in the country. In one of the lay publica- 
tions I note that a lady was confined happily at Freiberg by this method 
while asleep. I also note that she was attended by three doctors and five 
nurses and at a nominal cost of $580. She ought to have had an easy 
time. Surely the doctors did as to finance. I note in the medical journals 
of late that many American doctors state that they have been using similar 
methods all along, many giving their method very minutely. 


We are not so far behind Germany as the lay magazines would impress 
the public. With all due respect for Harper’s, Collier’s and other publica- 
tions which have done much to expose such frauds as Peruna. Wine of Car- 
dui and other frauds. we feel sure that the Sunday dailies and other lay 
literature by publishing such high-sounding statements about twilight- 
sleep has created in the public mind much unrest and a belief that we 
American doctors are not posted on late methods. I am willing to admit 
we may soon learn something from them in artillery surgery. As to twi- 
light-sleep, [ would say as Wilson said about the present outlook since the 
sinking of the Lusitania, “Be calm.” While writing this I see in our State 
Medical Journal that Dr. Petty of Guthrie (a city man) has a paper on this 
phase, so I will stop short, saying with chloral, black cohosh, morphine, 
hyoscine. and chloroform, and all in small doses, we can and do give our 
patients great relief, and produce as near painless birth with safety as can 
be done from such a dangerous method as the twilight-sleep. 


You may wish to know how we proceed when we have wrong presenta- 
tions, eclampsia and other difficulties. Recause we are alone we take many 
risks. We study our case and while we do not want to neglect to take every 
advantage of time. yet here time really works wonders. We in the coun- 
try have rot theaters or other attractive entertainments to allure us, so 
we do not hastily resort to forceps. I will here remark that the use of the 
forceps may be at times necessary, as in an inert uterus, a high or floating 
foetus, eclampsia, exhaustions, and so on, but we must use care and be sure 
that the condition of the patient will warrant their use. Thus in an 
occipito posterior position the young doctor is tempted to use them. Don’t 
do so. Chloroform and use digital means. Introduce the hand into the 
birth canal and push up the foetus and at the same time turn it one-half 
round. Not one-quarter. Then it may be necessary to resort to the for- 
ceps. Often when tempted to use forceps we hesitate and use pituitrin, 
which. while not universally used at present, will soon be common in every 
obstetrician’s satchel. We will remark that before you use this powerful 
agent be sure that your patient is ready for its use. The same rules that 
govern the use of the forceps well apply here. 

If you will study your patient’s condition, especially the presentation, 
and keep a cool head .you can make much progress. But this you must do, 
as you cannot secure help in the moment of need. The books are very con- 
soling when you are in the office, but you cannot use them at the bedside. I 
am reminded of what a very intelligent lady recently told me when she 
was in labor. She had two works on toxicology and while suffering she re- 
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quested me to bring to her the books. I supposed she wanted to show me 
how to proceed. After a very hard pain she threw the books to the floor, 
saying: “Go. You are very nice to read but no earthly account when you 
get up against the real thing.” And this is much my observation. I will, 
however, make this consoling remark—that God is kind to poor people and 
ignorant doctors. It may be my dull intellect does not enable me to com- 
prehend what the books teach. Often I run up against a proposition that is 
not treated practically in the books. Here time and vaseline works wonders. 
Where does the vaseline come in? On the hands. All have the time. So 
you see I am not an advocate of the forceps. Yet I use them. I like them, 
but I like them as I like short sleeves and low neck dresses—on the other 
man’s wife. 


Discussion.* 





Dr. Mitchell, of Vinita: I certainly enjoyed the reading of these two 
papers that we heard a few minutes ago, especially the one we just now 
heard. I believe each and every one appreciated the paper that was read by 
the doctor on country practice. I don’t think I will be able to discuss the 
two papers. Each of us see them and view them from our own standpoint. 
In the first paper, in the beginning, where he read about the difficulty in 
naming the baby, and before he had finished his paper I thought he had 
named the paper well, “Crippled Mothers.” An eminent physician has said 
he could tolerate carelessness on the part of the surgeon, but he could not 
tolerate it with the physician who was practicing obstetrics; showing that 
carefulness is the main thing when we are practicing that art of the pro- 
fession. I believe it is one of the most important things in the work. If 
we are careful in what we do about our procedure, etc., the chances are we 
will avoid the bad consequences that we have to follow us in this particular 
line of work. 

I believe it was in the last paper about the kindness of God to us 
ignorant doctors, was the.expression and the wording that patience will 
accomplish wonders. I remember hearing a professor of obstetrics say 
that the main thing to do was to keep cool, not get excited, not lose your 
head, and the chances are that things will right themselves if you don’t 
make them in a position that they should not be in by your manipulations. 
The doctor in the first case waited patiently and as a result of his waiting 
things were satisfactory. I enjoyed the papers very much and I believe 
_— I say that, that I voice the sentiments of the entire meeting here to- 

y. 


Dr. Hartford, Oklahoma City: There is one thing I think we should 
all consider in obstetrical work, and that point I wish to mention. I be- 
lieve all tears (perineal tears) should be repaired at the time of child-birth. 
It is a little difficult to repair cervical tears, but if we use caution we can 
repair them. In regard to the use of the newer practice, such as pituitrin, 
we can tell whether we should use them, but I think that we should study 
them well. In a paper I read recently in which a report was made on 100 
eases in which pituitrin had been used, at the close of the article it recited 
a case in which the doctor had administered pituitrin to a 13-year-old-girl 
and thirteen minutes following the administration she was delivered by a 
breech presentation and another minute by head presentation. 


Dr. Owen: I enjoyed the papers very much myself. In regard to 
pituitrin, I think it is valuable when used properly. I have used it very 
extensively myself. I find in some cases it has beautiful results and other 
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cases it has had no more result than water. I think a man should judge 
his cases well; absolutely have no obstruction in front of the child. I use 
forceps sometimes, but very rarely. I have had cases where pituitrin has 
saved me the use of forceps, and I think every man should carry it in his 
case. I don’t know how many cases I have used it in—probably fifty or 
seventy-five. In regard to the twilight sleep. So many people think it is 
a new thing, just come out. It is lauded by our periodicals. I have seen 
the same thing time and again. Sometimes you get a blue baby and some- 
times you don’t. I find in some cases it acts very nicely and some cases 
get no results at all. In closing I wish to say that I think a man who would 
neglect a woman in that condition with a torn perineum or cervix is a 
criminal and ought to be prosecuted, for it is a hard matter if a woman is 
left in that condition to repair it. 


Dr. Livermore: I want to say a few words on the after care of the 
mothers, and the prevention of displacements. One thing that is not gen- 
erally recognized and that is the fact of getting the mothers on the side 
and getting them off of their back. Change their position either on the 
sides or abdomen. That will do lots toward preventing displacements. 
Another thing I want to mention and that is the repair of the cervical tears. 
I do not think a cervix tear should be repaired at the time of the birth. In 
fact, I think it should be an accident if a cervix tear is discovered at the 
time of birth. 


Dr. Kurtz, Nowata: I was late and did not hear all of the paper, but I 
heartily agree with the last speaker. I cannot conceive of the idea of a 
tear of the cervix being repaired immediately after the birth. I can’t 
imagine how you could minipulate that cervix and I don’t see how you can 
bring the cervix down to a working field when it is so tender and soft. I 
think it would be almost impossible at that period. The repair of the perin- 
eum I can see. That is the proper thing to do when you have a fresh 
wound to deal with and the time to repair that is when it occurs. 


Dr. S.H. Landrum. (Closing): I wish to call attention to the remark 
from Dr. Hartford in regard to the immediate repair of the cervix. I have 
not gone into a discussion of methods of technic, but that has final bearing 
upon the after results in all obstetrical cases. Right here common sense 
comes in and plays a very important part in the management of these 
cases. If I am ten miles in the country and have no help, how long will it 
take to repair a tear of the cervix, for instance. If I am in the hospital and 
have all the help I want, I will attempt an immediate repair; otherwise, I 
will wait and do what is called an internal operation. There is another 
point in connection with the administration of drugs by the hypodermic 
syringe. When you give a drug with the hypodermic syringe you have 
turned it loose without any string to it and you can’t recall it after it has 
once been given. If you are going to use it the first thing you must con- 
sider is whether or not you can afford to turn it loose. With reference to 
the point concerning retroversions, we sometimes find it in unmarried 
women. They are very often liable to have a recurrence of that retrover- 
sion and she is the one that needs to be watched after the baby is born. 
It may be if she is watched for the succeeding two or three weeks and this 
condition is found to have recurred it is very easy to get control of at that 
time or very difficult at a later time. I am very much gratified at the 
valuable comments that have been made on the little effort that I made. 


Brn. sf’ 
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ABDOMINAL CAESAREAN SECTION.* 
Charles D. F. O'Hern, President Physicians’ and Surgeons’ Hospital, Tulsa, Okla. 


It is not my purpose to limit myself to practical experience on this 
subject, as I do not consider my experience yet large enough to speak 
authoritatively on the different phases of this subiect. I shall speak of 
cases I witnessed and assisted at the Wertheim and Shaute Clinic, Vienna, 
——— Hospital, Dublin, and particularly the lying-in hospital in New 
York. 

In this operation the child is removed from the uterus through an in- 
cision in the abdominal and uterine walls. The origin of the term has 
given rise to a great deal of discussion. It has been generally asserted that 
Julius Caeser was brought into the world by this means and obtained his 
name from the manner in which he was delivered (A Caeso Matris Utero). 
This explanation, however, can be hardly correct, as his mother, Julia, lived 
many years after her son’s birth; and besides Julius was not the first of his 
name, since there is mention of a priest named Caeser who lived several 
generations before, and there is no evidence to show that Julius Caeser 
was delivered thus. The Lex Regia of Numa Pompilius, 715 B. C. express- 
ly commands the removal of the child before the burial of the mother. We 
find a record of this operation done by the early Egyptians The term 
probably is derived from the Latin, partus Cesareus, from cedra to cut. In 
the Roman law it was ordered that the operation should be performed upon 
women dying in the last few weeks of pregnancy. This lex regia, as it was 
called at first, under the emperor, became converted into the lex Caesarea, 
and the procedure itself became known as Caesarean Section. 


During the first periods this operation was occasionally resorted to 
after death of the mother, in hopes of saving the child, but it is improbable 
that it was practiced on living women. 


According to Caspar Bauhin the first Caesarean Section upon a living 
woman was performed in 1500, when Jacob Nufer, a castrator of pigs at 
Sigerhausen, Switzerland, operated successfully upon his own wife after she 
had been given up by the midwives and barbers in attendance. That this 
woman had five spontaneous labors later would go to show that this was 
not a true Caesarean Section ; more likely simply removal of an extra uterine 
child from the abdominal cavity. The first authentic Caesarean Section 
was done in 1610 by Trautman of Wittenberg. During this period the 
uterus was simply incised and the child extracted. The uterine walls were 
not sutured, the contractions and retractions of the organ being relied upon 
to check hemorrhage. Most of the women perished from hemorrhage or 
infection. According to Budin not a single successful Caesarean Section 
was performed in Paris between 1787 and 1876. Such poor results were 
obtained by physicians that Harris pointed out that the operation was more 
successful when performed by the patient herself, or when the abdomen 
was ripped open by the horns of an infuriated bull. He collected nine such 
cases from literature with five recoveries. and stated that out of eleven 
cases of Caesarean Section performed in the City of New York during the 
same period. only one case recovered. In 1876 Porro advised amputation 
of the body of the uterus and stitching the cervical stump into the lower 
angle of the abdominal wall in order to lessen the danger from hemorrhage 
and infection. Sanger in 1882 revolutionized Caesarean Section by direct- 
ing attention to the necessity for the employment of uterine sutures. The 
most frequent and important indication for Caesarean Section is afforded 
by pelves, which are so contracted as to offer a serious mechanical obstacle 


+Read before Oklahoma State Medical Association, Bartlesville, May, 1915. 
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to labor. Out of 571 cases in the New York lying-in hospital, 79 per cent 
of cases was due to some form of contracted pelves, or deformity of spinal 
column; malacosteon one case. Nine cases of some neoplasm occluding the 
pelves, and nine cases following some form of suspension of the uterus. 
Contraindications except in the presence of an absolute indication. Caesar- 
ean Section should never be performed when the child is dead or when the 
mother is infected and in very poor condition, or among surroundings which 
render an aseptic operation impracticable. From the records of the lying- 
in hospital in New York from December 24th. 1893, to September 1(th, 
1914, 571 deliveries have been by abdominal Caesarean Section. The 
larger part of these operations have been done in the past ten years. In 510 
of these cases the mother recovered and was discharged from the hospital 
in good condition. This makes a maternal recovery of 89.3. In the 571 
cases of Caesarean Section, 577 children were born; twins seven times. Of 
the 577 children delivered, 69 were stillborn or died before leaving the 
hospital; foetal mortality, 12 per cent. We often have deaths due to tox- 
emia of pregnancy and eclampsia, which die after the operation. 


I shall divide the cases into two classes: First the clean, uncomplicat- 
ed cases, in which there is moderate obstruction or a contracted pelvis, and 
the patient has not had many vaginal examinations and membranes have 
not ruptured. This is the class of patients in which we generally get good 
results. The second class of cases give us high morbidity and mortality in 
mother and child-women who have been long in labor with membranes rup- 
tured and labor going on for an unwarranted time, vaginal examinations 
every few minutes and attempted vaginal delivery by some means or by all 
means. The mother is undoubtedly infected and exhausted and the foetus 
is in very poor condition. Such cases are very poor Caesarian risks; or you 
may be called to see a case which has been under the care of a midwife and 
you find a poor risk, but we are bound to care for such cases as we find them. 
This was not my experience in Germany. The German surgeons will not 
operate such a case, as they appeared to be more anxious about statistics 
than about human life. They refuse to operate where repeated examina- 
tions had been made, or when attempted delivery had been made with for- 
ceps they preferred craniotomy. I do not think this is just, as I believe 
the maternal mortality is higher in these cases than Caesarean operations. 
The patient should have the benefit of the operation if her condition will 
permit the operation to be made with safety, and if the child has a chance 
to survive I feel we should give it that chance; furthermore, the child has 
a right to be born alive. If you have a septic case you can do a hysterec- 
tomy. 


The general practioner should prepare himself so he could investigate 
these cases, so he knows exactly what to expect and avail himself of some 
— help before cases are infected and maltreated and then expect a good 
result. 


A foetus will live from five to twenty minutes after the death of its 
mother. The length of time of survival depends on the suddenness of the 
mother’s death. The child lives longer if she dies of apoplexy, accident, 
hemorrhage or eclapmsia than if the agony is prolonged as in tuberculosis 
or heart disease. 


I shall first speak of extra peritoneal Caesarean Section: This opera- 
tion is done a great deal abroad, especially in Germany and Austria, but 
I believe the enthusiasm is waning. A few cases have been done in Eng- 
land, but American operators have not accepted the operation on account 
of good results obtained by other operations. This operation may have 
been good in the older days when the danger of opening the peritoneum 
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was almost prohibitive and before the introduction of antisepsis in surgery. 
In this operation the patient is put in the Trendelenberg position. Incision 
is made above the pubis; the recti separated in the median line, exposing 
the connective tissue of the space of retzius. Push the bladder to the right 
side ; the folds of peritoneum of the vesico uterine pouch is stripped upward 
from the lower uterine segment, exposing the area for five inches; make 
your incision through the lower uterine segment. Delivery is effected by 
forceps or by version and extraction, and wound closed in the usual manner. 
The only advantage in this operation is you do not invade the peritoneum, 
but you may get a severe form of connective tissue infection which is 
dangerous. Injury to the bladder may occur. Peritoneum is often opened 
and a large percentage of the children are lost in delivery. 


The high operation for abdominal Caesarean Section is the ideal opera- 
tion. No doubt you all have read this operation several times, but I shall 
repeat it again, as it is a psychological fact that we learn only by constant 
repetition. The operation is performed as follows: The abdomen is 
opened by median incision, eight to ten C. M., long from above down to the 
umbilicus. Put one or two wet, warm pads, using normal salt solution in 
the abdomen above the fundus to hold back omentum and intestines. Have 
your assistant make pressure with his hands against outside walls of the 
abdomen, rotating the uterus so that its anterior wall looks directly for- 
ward. Have him regulate his pressure so that the uterus is held well up 
to the abdominal opening and held there until the uterus is emptied of its 
contents and until your deep sutures are placed and tied. Be careful in 
making your incisions so as to keep the membranes intact. You can make 
uterine incision longer than abdominal opening. Sometimes the placenta 
is found beneath the wound. If so, push it aside. Separate the mem- 
brane from the uterine wall while they are yet distended, so you will not 
have to remove them piecemeal with difficulty and delay after the child is 
delivered, and contractions and retractions have begun, as this is the time you 
must be on your guard for uterine hemorrhage. Grasp the anterior thigh of 
the child (the one most readily found) and extract same. Doa breach extrac- 
tion. After the shoulders are delivered turn the child so that the child’s face 
looks toward the mother’s face; then, with the middle and index fingers of 
the right hand astride its neck, and with the same fingers of the left hand 
in its mouth, make traction on the lower jaw and the head is carefuily de- 
livered without lacerating the uterus. Have your assistant ready with two 
clamps, which he quickly applies, cutting between the clamps, and the child 
ig taken away to have respiration established, if possible to another room, 
so you can give all your attention to the mother. You are now ready to 
close the uterus. Place two fingers of the left hand into the uterus at the 
upper angle of the uterine wound; place and tie the upper deep suture, 
leaving the ends long. Do the same at the lower angle, then with the right 
hand in the uterus remove the placenta membranes and coagula. Your 
assistant can now discontinue abdominal pressure and hold the uterus up 
by the long ends of sutures already in place; close uterine wound by two 
layers of sutures, using number two chromic gut interrupted sutures for 
deep layer, about one C. M. apart. They are passed through the uterine 
peritoneum close to its cut edge, well into the muscle and down to, but not 
through, the endometrium and out in the reverse order on the opposite 
side. Draw the sutures tight enough to bring the edges of the uterine 
wall in accurate apposition, yet avoiding tension which would blanch and 
constrict the tissues. The uterine sutures are tied in three knots and cut 
short to the knot. The next layer will completely bury them, which is a 
continuous layer of number one plain gut. Begin at the lower angle of the 
wound. Sutures are inserted and tied; knot is covered by folding periton- 
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eum over it by subsequent stitches. Pass your needle well outside of 
tissue; include in your suture peritoneum and some uterine muscle; fold 
them over completely, burying the deep layer by using the Cushing stitch. 
This leaves no raw surfaces or knots exposed and reduces to a minimum the 
chances for adhesions to the uterine wound. The main object of this clo- 
sure is to prevent adhesion and get a firm union of uterine wound, and 
uterus may involute normally and take its position in the pelvic cavity un- 
restricted by adhesions, and in the event of subsequent pregnancy the 
uterine scar will not rupture. Pads are now removed and abdominal wound 
is closed in three layers. Use dry sterile pads, holding them in position 
by snug adhesive straps. Elsewhere dressings and binders are loose, so 
uterus may have free movement. Do not use tight abdominal binders and 
avoid the risk of adhesions. 


After placing your patient in bed, elevate the head of the bed to favor 
drainage and descent of the uterus. You can use morphine if necessary. 
Abdominal distension is relieved by saline irrigation or high rectal tubes. 
As a rule these cases do not suffer any more pain or discomfort than a 
patient after a laporatomy. On the eighth to tenth day your patient sits 
up, and on the twelfth to fifteenth day may go home. If blood or liquor 
amnii finds its way into the abdominal cavity in uninfected cases, do not 
make an extra effort to remove it, as it does no harm. 


You will find the following advantages in the use of the high, small 
median incision entirely above the umbilicus. No danger of adhesions be- 
tween the uterine and abdominal wounds, and the uterus is allowed to in- 
volute normally and takes its position in the pelvis without restricted mo- 
bility. The abdominal wall is very thin at this point and tissues are quite 
elastic; no important structures are divided; less chance for escape of 
intestines and omentum and not so much handling of abdominal contents. A 
very important point of your incision above the umbilicus is the less prob- 
ability of subsequent hernia, for it is above the most dependent part of the 
abdomen, which is subjected to the greatest strain when patient is in the 
upright position. In my experience I have never seen hernia following 
this incision, and I have seen hernia following the incision below the um- 
bilicus. 


This operation should not be done by anyone not familiar with the 
technic and one trained in general abdominal surgery, and of course will 
get better results if trained in this special operation. This holds good in 
any line of surgery. The technic, manner and steps of the operation must, 
of course, be left to the operator at the time. There is no demand for 
speed at the sacrifice of good work. This operation should be done well in 
thirty minutes. This operation is the parade side of surgery and there is 
too much of the spectacular in it, and skillful precision is often lost in the 
waving of flags and blare of trumpets. 


In conclusion I want to emphasize one point in Caesarean Section. That 
is a plea for more careful preliminary examination of cases, as in many 
cases, indications for Caesarean Section are present and positive from the 
beginning of labor or before. This should be appreciated, and they should 
be operated upon while mother and child are yet in good condition, as 
delays are dangerous and that delivery by high forceps or difficult version 
in the hands of skillful and experienced obstetricians is among the most 
dangerous operations known to surgery. Should an obstetrician do a 
Caesarean Section in a case which is not clearly indicated and the patient 
dies it would be unfortunate. 
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DISCUSSION. 





Dr. Fred Clark, E] Reno, Okla: Mr. Chairman, the doctor has left very 
little to discuss in this paper. He has gone very thoroughly into the 
question and I am only going to touch on two or three points by way of 
emphasis and possibly to try to call your attention to the necessity for 
early diagnosis, which the doctor has spoken of. 


It is a practice in the New York Lying-in hospital, and the doctor has 
reported freely in his paper, that we have been repeatedly warned by those 
men against attempting a Caesarean Section after the mother has been 
repeatedly examined or after forceps have been applied. One or two have 
gone so far as to mention that the surgeon refuses to operate under those 
circumstances, but that was two years ago, and I am glad to know it has 
been changed. We men are called as a consultant surgeon and practically 
the only cases we ever see is usually when we are called to see these cases 
after they have been given up by the family physician or one or more con- 
sultants. 


I remember a case about four years ago in which there had been nearly 
eighteen hours of labor. The mother was brought into the hospital 
—in such a condition that operation was not advisable, and she died a few 
hours afterwards. That mother could just as well have been delivered but 
for those long-repeated efforts. Almost every man believes that it is a 
sort of a disgrace for him to be obliged to say “I can do nothing further 
myself” and turn the case over to another man. Because some barrier has 
been placed between him and the successful carrying out of his plan, he 
should feel no hesitancy in calling assistance or another physician and sur- 
geon to his aid. 


I remember a case a few years ago where I urged a Caesarean Section, 
but it was overruled by the advice of a consultant, and we were obliged to 
goon. The child was lost but the mother was saved. The mother was in 
good condition and the child could have been saved by the proper procedure. 
I felt confident at the time that the child’s life could have been saved. It 
is the prejudice of the thing more than anything else. If my wile were in 
the condition of this woman—in a long, drawn-out labor—I would not hesi- 
tate to open the abdomen and deliver the child rather than let it go, only 
perhaps never to recover her strength and health and oftimes the loss of 
the child. I think a physician should always have the necessary instru- 
ments for this condition in his obstetrical bag. We have to have all of 
these things in order to make up a thoroughly modern equipment. The 
surgeon who is not well equipped with all of the equipment that is avail- 
able is not considered an up-to-date surgeon. It is seldom I have found a 
man that is doing much obstetrical practice who has in his obstetrical bag 
all of those things that he ought to have, and particularly which he ought 
to be equipped with it he is engaged in country practice and is a long way 
from those who might help him out. What are the indications for the 
Caesarian Section, someone will ask? One is uterine inertia and the other 
is the transverse position. I have spoken of this and it is many times 
fatal to the child. These are things we must remember. 


Dr. Smith, Chairman: The doctor’s paper is an interesting one on a 
subject that has gained in popularity very much within the last few years. 
Our ideas with reference to the Caesarean Section are very much broader 
than they were three or four years ago, and it is being looked upon as 
being much safer than the high forceps, especially in extremely contracted 
pelvis. Personally, I think Caesarean Section a much safer procedure than 
the high forcep procedure. There is one thing I would like to speak of. 
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That is in some of these cases where we are selected, or we fall on to them 
before labor is started, we often wish then to do a Caesarean Section before 
the active labor starts in, and in those conditions it occurs to me that 
nituitrin would be mighty good help, because I opened one uterine inertia 
that had considerable hemorrhage. In this case, just as I made my 
abdominal incision, I gave a dose of pituitrin and by the time I got to the 
uterus it was standing up and contractions going on. That was the first 
time that I ever used pituitrin, but it certainly acted nicely in that condition. 


Dr. Ross Grosshart, Tulsa: It was mentioned in the paper the proper 
way to fix the sutures in order to protect the uterus from scar, and the 
sear giving trouble in future pregnancy. It has been my experience with 
the uterus that has been delivered by a Caesarean Section that in a second 
Caesarean Section you can find no scar. The Caesarean Section is as simple 
as any surgery that we do, and the conditions causing trauma usually have 
been caused prior to the time that the surgical procedure is started. There 
is no two times that you can do a Caesarean Section exactly in the same 
way. The Doctor has outlined a very nice procedure, and it sounds mighty 
good on paper, but you can’t always follow the technic to a letter. It is 
one of the operations in which you can come nearer following the text 
than any operation I know of. 


Dr. Watson, Oklahoma City: In regard to the question asked in regard 
to the uterine scar. I think this has been studied quite thoroughly by Wal- 
don of the New York lying-in hospital, and they have reached the con- 
clusion that the matter was of minor importance. You can get through 
this section sometimes and it will stand the strain of another labor. At 
other times it won’t. I saw one case that had five Caesarean Sections, but 
the fifth one resulted in rupture and from that she died Out of probably 
sixty Caesarean Sections during the time I should say the mortality was 
very high—probably 25 per cent. 


In one case I recall, the patient had had several examinations. She 
had been in labor 24 hours before she was brought in, and against the 
better judgment of the staff she received the Caesarean Section. The 
woman died probably four days later, and in a couple of days after that the 
child died. The child had small bruises on one ear and from the child’s 
blood and the mother’s blood death probably resulted. This goes to show 
that this was not due to operation at all, but was inflicted by examinations. 


Dr. Overton, Tulsa, Okla.: I think the only time to do a Caesarean 
Section is in the stage when you have a living child and when you have an 
absolutely irremovable obstruction. The thing, of course, to determine 
is that you have a living child, and that is comparatively easy to determine; 
the other that the obstruction is irremovable or absolute. That is a 
difficult matter. 

In a very interesting book not long ago I read of a very prominent 
physician who was called to attend a lady in labor. He took her husband 
aside and said there were but two things to be done; the woman either had 
to have a Caesarean Section or the child had to be mutilated in delivery. 
Of course the man consented, not knowing anything else to do, so prepara- 
tions were made and the phyysician returned two hours later for the 
woman. The woman went into labor and before he got back the child was 
delivered. 

I think there are a few times when the Caesarean Section should be 
done. About two years ago I saw two cases of acute hydramnios. In 
both cases the Caesarean Section was considered. In one it was not done and 
in the other it was. The woman was saved, and when I look back I can 
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see that the woman would probably have been delivered. I don’t believe 
the living child should ever be sacrificed if there is any chance to save the 
child as well as the mother. 


Dr. Sanger, Oklahoma City: There is one point in the doctor’s paper 
I think should be taken note of, and that is the time the doctor is called 
out in the country. As it very often occurs with him, anything to make a 
diagnosis, and he may encounter a case of eclampsia. There has always 
been a big veil of mystery around the Caesarean Section, but it is one of 
the most simple of abdominal operations, and the surgeon and an assistant 
working together can do a Caesarean Section with greater safety to the 
mother than to let the mother die of exhaustive labor or eclampsia. Then 
there is the question of infection. 

Twenty-five years ago we might have said there was scarcely a man 
in the country who would attempt a Caesarean Section. Today the men 
who have come out of our colleges have had such excellent training that they 
are practically safe. In doing this operation in the country rather than let 
the mother die from toxemia or contracted pelvis, and the mother possesses 
an immunity, to a very great extent, it is much more safe to have this 
operation done. We should not look upon the operation, the Caesarean 
Section, as being of harm. 

A number of years ago, at Holdenville, at a meeting of the Old Indian 
Territory Medical Association, there was a man who was a sufferer from 
epilepsy. We took him to McAlester and tried to do all we could for the 
vld man, and it was mentioned that he was a man who had performed 
successfully a Caesarean Section with a pocket knife. Something was 
asked the old man about it and he said: “I had to do it or else the mother 
and baby would have been lost. I had everything as clean as could be 
and kept it clean and I did it with a common pocket knife.” With our men 
out of the colleges today, it is perfectly safe for them to do a Caesarean 
Section, and better that they should do it right there where the indication 
is presented. 


Dr. O’Hern (closing): It is indeed very gratifying to me to hear such 
a free discussion of my paper, and I consider my time well spent in prepar- 
ing same. Caesarean Section is a valuable operative procedure when kept 
within its limits. 

Replying to Dr. Dickson’s question, will say that Pituitary extract 
should be administered as a prophylactic agent against excessive bleeding, 
and atomy of the uterus, and should be injected at the onset of the opera- 
tion. You can use ergot later if indicated. 

Replying to Dr. Clark’s question in reference when to operate the 
Caesarean cases, I would say to operate every case when there is a chance to 
save a child with the mother’s safety, too. 





A DEFINITE SYSTEM FOR HISTORY TAKING AND CASE RECORD 
FILING 
Dr. Wm. D. Berry, Muskogee, Oklahoma. 


It is not the intention or is it necessary here to dwell upon the im- 
portance of history taking and case record filing. A history of every case 
must be had whether gone about in a systematic manner or not, and the only 
way to be sure one will remember the history as given is to make a record 
0: same which should be filed in an orderly manner. 

Apparently there has not been developed a standardized system for this 
purpose which can be used by any very great number of physicians. All 
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Abbreviations: The sign + signifies excessive; — less than normal; V varia- 
ble; O negative; N normal. 
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physicians must keep account records. The object here is to have case his- 
tory, treatment, results, charge for service, credits and dates on same 
card, which if can be successfully worked out it will only be necessary to 
keep one index file. 


To me the card system has proven very satisfactory for account files, 
to which I have added history and case record in the following manner: 
The cards are 5x8 inches, printed on both sides, plates. Numbers 1 and 2 
show both sides of card, which is filled in with an actual case record taken 
from my files to illustrate the application of the system. The cards here 
shown I use in gynecological cases, but don’t think it would be very difficult 
to work out a similiar system to be used in general practice cases, or any 
one of the specialty branches. 


Method: Have printed on one side of the card all answers to questions 
of value referable to a case, crossing out negative answers; use signs and 
figures where possible to indicate words and sentences. On the other side 
have name, address, etc., space for charges and credits, physical findings, 
treatment and the result of treatment. By having answers to all ordinary 
questions before you, it is less possible to overlook a valuable point and you 
will get an accurate history with a minimum amount of writing and time, 
also making it possible for someone other than the physician, if necessary, 
to get this readable history to be filed with the charge account. 


This card is not exactly what every one will want, even though they 
would use this system. I will, no doubt, take away some words and add 
others, give more room for writing space under one head and less for oth- 
ers, when I have the next lot printed. What I am after here is to suggest 
a method which I believe can be so perfected and standarized that it would 
be applicable to every physician’s practice, and then your job printer, or 
publisher, can furnish the printed card which would be kept in stock 
for only a few cents per hundred; a filing cabinet of two or four 
drawers, as may be necessary, for a few dollars, which would last indefinite- 
ly, we would form the good habit of keeping better records with but little 
effort, at a minimum cost and as a result do better work with more satis- 
faction to ourselves and patients. 


PHYSICIANS DO NOT HAVE TO MAKE COPIES OF PRESCRIPTIONS. 


Office of Commission of Internal Revenue. 
Washington, Oct. 14, 1915. 


Cc. A. Thompson, Esq., 507 Barnes Building, Muskogee, Oklahoma. 

Sir:—Replying to the enquiries contained in your letter of October 9th, regard- 
ing the provisions of the Harrison Narcotic Law, you are advised that a physician, 
registered under this law, is not required to keep copies of narcotic prescriptions, 
such prescriptions being kept on file by the druggist filling same, and constitute the 
record required by the terms of the law. 

Respectfully, 
L. L. SPEER, 
Deputy Commissioner. 





A ROSE AMONG THE THORNS. 
Kansas City, Kans., Oct. 8, 1915. 
Dr. Claude Thompson, Muskogee, Okla. 

Dear Doctor: The advertising revenue of a journal depends largely on the 
editor’s efforts to produce a good readable publication. I wish to compliment you 
on the way you are keeping yours up. Some of the State Journals with a very much 
larger subscription are allowing themselves to go backward and are not putting out 
nearly as good a publication as you are. 

Very respectfu!ly yours, 
W. T. McDOUGALL, M. D. 





It 
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EDITORIAL 














THE OSTEOPATH AND THE HARRISON LAW. 


We have heretofore understood that an osteopath scorned drugs as a 
means of relieving his patients. So scornful was he that in making his ar- 
guments and pleas for legislative sanction to practice his adjustable (7?) 
calling, he asked not to be examined in materia medica and therapeutics, 
for he would have none of them in his profession. Of all the tinctures, 
pills, masses and decoctions on which we fondly place our faith, he wanted 
only ““* * * anesthetics in the practice of surgery and obstetrics” (Section 
6895, Oklahoma Statutes). Somewhere there has been an awakening. 
Some disciple of physic, purveyor and worshipper of blue mass and castor 
oil has influenced these gentlemen of the adjusting knee and manipulative 
fist to harry the Commissioner of Internal Revenue into the following 
remarkable action: 

Washington, D. C., July 23, 1915.—That portion of the paragraph 
headed “Registration, who is eligible for,”’ of T. D. 2172, which reads: ‘“‘An 
Osteopath, therefore, or other person heretofore administering these drugs, 
if not classed as a physician in the State in which he resides, would not be 


permitted to register under this law, is hereby revoked.’’ Osteopaths, there- 
fore, should be permitted to register * * *, etc., etc. 


DAVID A. GATES, Acting Commissioner. 


There is somewhere in this action a bad breach of good faith. Our laws 
permit men, theoretically at least, to administer drugs only after they have 
qualified to do so by years of patient study, which is closed by a stiff exam- 
ination before a board of medical examiners. While this ruling of the 
Commissioner will not permit an osteopath to legally administer the 
smallest portion of any of the narcotic drugs under consideration, it does 
have the effect of showing him up in an unenviable light, and adds more 
than anything else further inconsistencies to those already piled up against 
that fraternity. 
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In passine it is not out of place to wonder what influenced the Com- 
missioner to this piece of useless folly? So far as we in Oklahoma are 
concerned, it comes only as an added embarrassment to officers whose duty 
it is to inquire by what right men prescribe drugs. The former ruling, 
which permitted osteopaths registration in those states where the laws of 
such states permitted them to administer drugs, was one of common sense, 
and there would seem to be no excuse for the revocation. The Commis- 
sioner concludes: *““The Courts have many times, and in fact. if not quite 
uniformly construed the word physician, even strictly in criminal prosecu- 
tions, as including chiropractics. masseurs and osteopaths, recognized them 
as practicing medicine. and entitled to register as physicians.” Unfor- 
tunately they have not done so in Oklahoma. We all know they assume the 
functions and responsibilities of healers, treaters, advisors, etc., but they do 
so without warrant, except the osteopath and his limitations as to drug ad- 
ministration is clearly stated by the Statutes above noted. We agree that 
all should be classed as physicians and reauired to qualify to the same fine 
degree as is the regular practitioner, but they are not, and we object to their 
being “ruled” into even a technical equality with men who have qualified 
by years of endeavor. 


*Commissioner’s communication. 





COMING! TUBERCULOSIS WEEK, DECEMBER 6th TO 12th. 


The National Association for the Study and Prevention of Tuberculosis 
will not content itself this year with one day devoted to public activities, 
but have announced the above dates for a week of concerted work. The 
preliminary announcement calls for Medical Examination Day, Children’s 
Health Crusade Day and, finally, Tuberculosis Sunday. 

Here is good opportunity for every medical society and public spirited 
layman to get together and stimulate interest in the control of this disease 
which has for its basic strength and terror thoughtlessness. A communica- 
tion to 105 East 22nd Street, New York, will be answered with such details 
as they are prepared to give out. 

Some of our county societies have in the past especially dedicated some 
December meeting to the consideration of tuberculosis and it is to be hoped 
that this custom will be more widely observed than ever before. 





WORKINGMEN’S COMPENSATION AND MALPRACTICE SUITS. 


It is said that some “loose-mouthed” physician and, as a rule, a shyster 
lawyer, is the real basis for nearly every malpractice suit. Good lawyers 
sometimes accept these cases, but as a rule the person about to bring one 
goes from office to office before he finally finds a lawyer who wants, what 
most of them consider, such disreputable practice. However. we have them 
with us and probably always will have them. We have had lately, too, the 
organization of a Workmen’s Compensation Law, which requires employers 
to carry insurance for their employes and to furnish them, when injured, 
necessary attention. The same law will prohibit the bringing of suits in 
most such cases and stop the returning of fancy verdicts by a jury for 
trivial injuries skillfully magnified by unscrupulous attorneys and physi- 
cians. This will seriously impair the income of some of our ambulance 
chasers, and experience has shown in other states that such laws have been 
followed by marked increase in malpractice suits against physicians, who 
in the public eye are, next to helpless corporations, most inviting of attack. 
Our principles of defense call for the utmost co-operation of our members 
and the Defense Committee. No man is safe from these suits. Whether 
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1- he practices 2 specialty, is a surgeon, or the tried and reliable family physi- 
“e cian, he may wake up confronted with a summons to show cause why he 
y should not be handsomely mulcted for “unskillfully, ignorantly and im- 
r, properly, etc.,” treating Johnny’s ingrown nail or for perpetrating some 
of other serious lapse. 

e, Case records, clear, accurate notes, skiagraphs and similar devices will 
S- certainly help the Defense Committee and its attorneys in properly handling 
te such matters as may be brought to them. Your suit may come from what 
1- you thought an unclouded sky, long after you have forgotten the details, 
m so it behooves you to remember the danger lurking along your way and be 
r- prepared to combat it. 

le 

. MEDICAL ASSOCIATION OF THE SOUTHWEST. 

at This organization, meeting in Oklahoma City October 12-14, has not 
1e been surpassed in the point of scientific interest by any meeting ever held in 
ir Oklahoma. The reason for this is apparent in looking over the names of 
d the National notables present, among which were Drs. John B. Murphy, 


Fred H. Albee. G. V. I. Brown, Francis M. Pottenger, George H. Moody, 
Frank J. Hall, Bransford Lewis and many others. Drs. Murphy and Albee 
illustrated their remarks on “Fractures Near to and Implicating Joints” 
and “Autogenous Bone Graft and Regeneration.” Both talks were followed 
by close attention and were worth going a long way to hear. In spite of 


is all the attractiveness of program the attendance was disappointing. Not 
8, three hundred physicians had registered at the close of Tuesday ; however 
xe that phase was compensated for in interest of those present. 


St Anthony’s, Weslev and University Hospitals furnished clinics for 
Monday. October 11th, which were we'l attended and Dr. Murphy gave 


d practical work in diagnosis in some cases Tuesday. Dr. F. H. Clark, El 
se Reno. was re-elected secretary. Ft. Smith the meeting place for 1916. 
a- 





LEST YOU FORGET. 


1€ Your membership in the State Medical Association expires December 
d 31st. Heretofore this statement has not carried with it any particular sie- 
nificance to the bulk of our members. but this time it has an entirely dif- 
ferent meaning and this is written for the purpose of not only calling the 
attention of county secretaries, who are a vital part of the chain of effi- 
ciency as to the systematic management of the Association’s affairs, but 


or the individual member as well, who should, after this, go out of his way if 
rs necessary to assist his county secretary in keeping his name in good 
1e standing. 

at The dues for 1916 will be $3.00 and they should be in the hands of the 
m county secretaries by the first of the year to avoid delinauency. On Febru- 
1€ ary Ist, 1916, a'l names not remitted for in this office will be dropped. That 
rs date is fixed by the Council as the latest. No suit brought against a man 
d, for causes arising between February Ist, 1916, and the date on which he 
mn may reinstate his membership will be considered for defense. The excuse, 
r “Did not think,” “Put it off,” etc., will not do a bit of good, for the defense 
l- committee proposes to rigidly adhere to the rules and will require mem- 
e bers to do the same. 

“ Never before has the responsibility on county secretaries been greater 
. and the pay less. Occasionally secretaries have pocketed the dues paid 





them, and forgot all about remitting. If this occurs now they may cause 
the member a great deal of vexatious trouble and pecuniary loss. If the 
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secretary does not remit the dues the member is simply not in good stand- 
ing and he would have to stand for its consequent possibilities. 

Now, the way to do this properly, is to hand your check to your county 
secretary before January Ist. Mark what it is for, so there can be no mis- 
understanding about it hereafter. The secretary’s name on the back will 
indicate that it has reached the proper place. 

County Secretaries should remember that in handling hundreds of 
names the chance for error is great and, therefore, their remittances should 
be made in the manner suggested from this office and on the proper blanks. 
While we accept postal orders, foreign exchange, etc., the difficulty of trac- 
ing such remittances is greatly increased over the personal check, which 
returns to the secretary and is his receipt and protection against error. 

Let’s, for once, acquit ourselves of the charge of lack of business 
ability, procrastination and similar indictments brought against us by busi- 
ness men, who often wonder how we even manage to live in our unmethod- 
ical and slipshod way. PAY YOUR SECRETARY NOW. 








PERSONAL AND GENERAL NEWS 








Dr. K. R. Rone, Vici, has located in Elk City. 

Dr. W. W. Parker, Custer, has moved to Thomas. 

Dr. S. N. Stone, Edmond, visited Chicago clinics in September. 

Dr. Walter Capshaw, Norman, is in New York for special work. 

Dr. J. M. Workman of Woodward is in Chicago doing general work. 

Dr. C. R. Day, Oklahoma City, has returned from a visit to eastern points. 

Dr. E. S. Gooch, Lawton, is doing special work in Rochester and eastern points. 

Pr. W. D. Tilton and Miss Violet Demming of Clinton, were married October 5th. 

Dr. Fred Y. Cronk, Guthrie, has returned from an extended trip to Pacific Coast 
points. 

Dr. and Mrs. C. H. McBurney, Clinton, have returned from a visit to Pacific 
Coast points. 

Dr. LeRoy Long announces the opening of his offices in the Colcord Building, 
Oklahoma City. 

Dr. W. D. Berry, Muskogee, attended the Boston meeting of the American Col- 
lege of Surgeons. 

Dr. O. G. Bacon, Yale, sustained a broken ankle and other painful injuries when 
his team ran away. 

Dr. B. F. Haines, formerly of Newcastle, Pa., has associated himself with Dr. Jas. 
C. Johnston, McAlester. 

McIntosh Medical Society met in Checotah October 5. Dr. A. B. Montgomery 
delivered a paper on “Continuous Fever.” 

Dr. M. M. Roland, Oklahoma City, has returned from a trip to New York, Chi- 
cago and other northern and eastern points. 

Dr. C. M. Tracy, Mangum, it is announced, will move to Woodward, Oklahoma, 
where he has established a modern hospital. 

J. S. Limerick, Durant, was convicted in the County Court of Bryan County for 
illegally practicing medicine. It is stated that he will take an appeal. 

Dr. J. W. Echols, McAlester, formerly physician to the penitentiary, announces 
the opening of offices. He will confine his work to eye, ear, nose and throat. 

Dr. John Morris of Sallisaw, age 39, died September 30, after an illness of 13 
days from pneumonia. He has lived in Sequoyah County 23 years and is mourned by 
a large number of friends. 

The Kay County Medical Society met at the Blackwell hospital September 29. 
Dr. John W. Duke was the guest of the society and delivered an address. ‘‘A Sympo- 
sium on the Uses of Pituitrin’’ was held, after which the nurses of the Blackwell hos- 
pital served lunch. 
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Dr. G. G. Fisher, Bokchito, died October 10, his remains being interred in Mc- 
Minnville, Tenn., his old home. He is survived by a wife and two children. Dr. 
Fisher was bealth officer at Bokchito. 

Drs. Walton McKenzie and T. B. Hudson, Enid, announce their partnership and 
opening of offices in Enid. It will be recalled that Dr. McKenzie was severely ill 
for a long time and his many friends are glad to know of his recovery. 

The McClain County Medical Society met September 21st. Among other things 
they adopted a resolution that no member would do contract practicing for any lodge 
or society for less than the usual fee charged by the regular physicians of that place. 
The resolution does not apply to charitable institutions of benevolent societies. 











| CORRESPONDENCE AND MISCELLANEOUS 





Oklahoma City, Sept. 24, 1915. 
Dr. Claude Thompson, Muskogee, Okla. 

Dear Doctor: I am enclosing you a copy of a resolution that has been passed 
by the Hospital Boards of the hospitals of this city and is being signed by those who 
operate or those who take cases to these hospitals. The Oklahoma City surgeons hope 
this will be an initiatory step and will extend to all hospitals in the state, and hope 
you will lend your aid in publishing this resolution in our journal. 

Fraternally yours, 
J. 8. HARTFORD. 


At a meeting of the faculty of the School of Medicine of the University of 
Oklahoma, held in March of this year, the following resolution was passed and 
approved by the State Board of Education at its meeting of July 14, 15 and 16, and 
since which time it has been adopted by the Hospital management and signed by 
the staff members of Wesley and St. Anthony's Hospitals. 


DECLARATION. 

I hereby promise upon my honor as a gentleman that I will not, so long as I am 
doing work in connection with the University Hospital, practice division of fees in 
any form; neither by collecting fees for others referring patients to me; nor by 
permitting them to collect fees for me; nor will I make joint fees with physicians or 
surgeons referring patients to me for operation or consultation; neither will I, in 
any way, directly or indirectly, compensate any one referring patients to me; nor 
will I utilize any man as an assistant, as a subterfuge for this purpose. 

i further agree that in case of violation of the above declaration, my connection 
with the faculty and my privileges in the University Hospital shall be automatically 
severed. 

J. S. HARTFORD. 

W. J. WALLACE. 

L. J. MOORMAN. 
Publicity Committee. 


San Francisco, September 16, 1915. 


Dr. C. A. Thompson, Barnes Building, Muskogee, Okla. 

Dear Doctor Thompson: Replying to yours of the 11th, any rule in regard to the 
defense of a suit brought on cross-complaint would be modified by the laws of the 
particular state. In California the Statute of Limitations bars an action for alleged 
damages on the torts (which includes these malpractice proceedings) at the end of 
one year. Fixed accounts are not outlawed for two years, and running accounts not 
for four years. 

These being the facts, our Society has ruled that we will not defend a suit 
brought against a member on cross-complaint when he has sued to collect a bill 
within one year from the termination of last services, unless the member shall have 
presented the facts in the case to the Council of the State Society and received per- 
mission from the Council to sue on his bill against the patient. There are some classes 
when a suit to collect moneys due the physician would be more than justified; but 
in the majority of cases such a suit within one year is not justified. 

Any further information which you may desire will be cheerfully furnished. 

Cordially yours, 
PHILIP MILLS JONES, Sec’y. 
Medical Society of the State of California. 
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NEW BOOKS 


In this department publications sent THE JOURNAL will be acknowledged as they a 
received. Reviews of new publications will be made only as space and time permit. Pu 
lishers are requested to bear this in mind in forwarding books, etc., for review 





ALVEOLODENTAL PYORRHEA, 


ALVEOLODENTAL PYORRHEA. By Charles C. Bass, M. D., Professor of! 
Experimental Medicine, and Foster M. Jolins, M. D., Instructcr in the Laboratories ot 
Clinical Medicine at the Tulane University Medical College, New Orleans, La. Octavo 
volume of 167 pages, with 42 illustrations. Philadelphia and London: W. B. 
Saunders Company, 1915. Cloth $2.50 net. 

The recent advances in our knowledge of the importance of remote and localiz- 
ed infections as producers of grave pathologic lesions and consequences makes this 
work on Alveolodental Pyorrhoea one of great interest to the general practitioner, who 
at all times must be alertly on the lookout for remote causes of grave conditions 
present with his patient. There is hardly a doubt longer that pyorrhoea should 
rank as one of the foremost producers of general systemic infections, ranking with 
infections of the tonsil and probably far surpassing the damage done by nasal in- 
fections. 

The importance of prophylactic, hygienic, general systemic and skillfully applied 
local measures to the treatment of these conditions, therefore, becomes paramount, and 
in this volume the reader may be assured that he has a guide of the proper kind. Bass 
it is said, holds that 98 per cent of pyorrhoeal cases is produced by Endamebae buc- 
calis, that ipecac in some form, either the fluid extract diluted or a dilution oi 
emetin hydrochlorid, occasionally the drug internally, will prevent the disease or 
usually cure it after its appearance. This volume presents the subject in all phases 
and will be found valuable to those interestea., 


DIARRHEAL, INFLAMMATORY, OBSTRUCTIVE, AND PARASITIC DISEASES OF 
THE GASTROINTESTINAL TRACT. 

DIARRHEAL, INFLAMMATORY, OBSTRUCTIVE, AND PARASITIC DISEASES 
OF THE GASTRO-INTESTINL TRACT. By Samuel G. Gant, M. D., LLD., Professor 
of Diseases of the Colon, Sigmoid Flexure, Rectum and Anus, at the New York Post- 
Graduate Medical School and Hospital. Octavo of 604 pages, 181 illustrations. 
Philadelphia and London: W. B. Sandeis Company, 1915. Cloth $6.00 net; Hal 
Morocco $7.50 net. 

In this work Professor Gant has exhaustively considered the subject of infiam- 
matory and parasitic intestinal diseases. The volume contains 52 chapters devoted 
to all conditions likely to confiont the practitioner, amoung others considering the 
infections arising as a result of the acute exanthemata, the infections directly bearing 
on the intestinal tract or having as their habitat the alimentary canal. Toxic 
diarrhoea, compensatory diarrhoea arising irom such diseases as gout, diabetes, etc, 
the various types of enteritis, tubercular, syphilitic, entamebic, bacillary, helminthic 
and many others is generally taken up and noted in all their phases. The mechanical 
obstructive conditions are considered and their treatment both medical and surgical is 
noted. The technic advised is valuable and given in much detail. 


FRACTURES AND DISLOCATIONS. 


Diagnosis and Treatment, by Miller E. Preston, A. B., M. D., Instructor in 
Anatomy, University of Denver, visiting gynecologist to city and county hospitals, 
Denver, with a chapter on Rontgenology by H. G. Stover, M. D., Professor of Ront- 
genology, School of Medicine, University of Colorado, visiting Rontgelologist to city 
and county hospitals, etc., Denver. Cloth, 813 pages, 860 illustrations, price $6.50, 
1915. C. V. Mosby Co., St. Louis. 

This book is a radical departure from the works on fractures from the fact that 
it is thoroughly complete as to originality of illustrations. However, the well-known 
principals of the treatment of fractures are not sacrificed. Of the features especially 
noted our attention is attracted by the high-class handling of the newer methods of 
bone surgery. The open or operative treatment of fractures is most thoroughly con- 
sidered. The chapter on bone transplantation closely follows the teachings of 
Murphy and Albee. Albee’s technique is closely and properly described and carries 
with it sufficient illustrations to make the text clear. This book is to be unhesitatingly 
pronounced a splendid contribution to surgery. 
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